119 VDU patients (77%) were ultimately able to return home; 16 (13%) continued to use a ventilator intermittently at night; 26 patients (22%) were permanently placed in nursing homes, all off of the ventilator. Overall, 88% of the 119 patients discharged had been liberated from mechanical ventilation. Ninety-seven (82%) and 86 (72%) remain alive 1 and 2 years after discharge, respectively. Some of the survival benefits may be directly attributed to the VDU. Others reflect a change in treatment philosophy, which was nevertheless reinforced by our (Gracey et al) prior to VDU admission and must have had at least two unsuccessful attempts at weaning. Exception to both of these criteria is made if patients are clearly not weanable and are being admitted for home ventilator training. Furthermore, the admitting physician has to attest in writing that in his/her opinion the patient is either capable of being liberated from the ventilator or likely to return to the community despite receiving ventilatory assistance. If the latter circumstance is believed to be certain, the patient can be admitted to the VDU prior to 21 days of ventilator dependence so that the patient and caregivers can be trained in home mechanical ventilation and airway care. The male and female patients with the shortest period of preadmission ventilator dependence (2 and 7 days) had amyotrophic lateral sclerosis with acute decompensation of chronic respiratory failure. Patients with multiple organ failure were not admitted to the VDU unless other organ recovery had occurred, leaving patients ventilator dependent. Patients 
Statistical Analysis
The VDU outcome data were compared with data from a Overall, there were few differences in demographics and duration of ventilator dependence between the 132 VDU admissions and the 104 long-term ventilator admissions of 1986 to 1988, who served as historic control subjects ( Table 4 ). The mean age of the pre-VDU patients was also 66 ± 16 years, with a range of 17 to 88 years (p=0.729). There were slightly more females in the VDU group than in the earlier study (51.5 vs 40.4%, p=0.089). The length of hospitalization and the duration of ventilator dependence were also similar (length of stay: pre-VDU, median, 64 days; VDU, median, 58 days (p=0.202); ventila- (Table 5) . Hospital mortality was compared between the pre-VDU group of patients ventilated mechanically from 1986 to 1988 and the VDU group. The hospital mortality rate pre-VDU was much higher than that of the VDU group (43.3 vs 9.8%; p=0.001). If the multisystem-failure patients are excluded, the pre-VDU mortality rate is still much higher (28.6 vs 9.8%; p=0.001). Hospital mortality improvements were also noted within most of the groups of Gillespie et a14 where mortalities occurred (previous lung disease: p=0.003; other medical: p=0.025; postoperative: p=0.145). Figure 2 shows a comparison of Kaplan Meier survival curves for the three categories of Gillespie et a14 with a sufficient number of cases for statistical comparison. These were category 3 (previous lung disease), category 5 (other medical condition), and category 6 (postoperative patients). In the VDU era, the postdischarge survival was significantly greater among patients with previous lung disease (p=0.016), and there was a trend toward improvement among postoperative patients (p=0.068). If the data are pooled and the proportional hazards model is used to adjust for age and category of Gillespie et al,4 the survival in the VDU era appears significantly improved compared with that of historic control subjects (p=0.003). DISCUSSION There has never been and probably can never be The staff of a regular ICU is accustomed to dealing with critically ill patients, who either respond to therapy and leave the ICU in a few days or who succumb to their illness. There is considerable pressure to intervene with invasive tests and procedures if day-to-day progress is slow, and inherently aggressive resident physicians and surgeons often lose hope and perspective when improvement does not occur within the usual time frame of ICU care. The physicians, nurses, and respiratory therapists are frequently too busy to spend the time required to physically or mentally rehabilitate the ventilatordependent patient. Furthermore, the ICU environment is not conducive for rehabilitating medically stable patients whose only reason for being there is ventilator dependency. Such patients often become confused and sleep deprived from noise, frequent vital sign checks, inappropriate analgesic and sedative management, and lack of stimulation through one-on-one interactions. Patients who, other than for respiratory failure, have adequate end-organ function are all too often subjected to the ICU monitoring routine that requires indwelling urinary and rectal catheters, arterial lines, central venous catheters, and nasogastric tubes. During their stay in the ICU, they are exposed to a microbial environment, which includes drug resistant organisms, that places them at increased risk for nosocomial infections.
In contrast, the VDU is staffed with professionals who bring a different perspective to the care of ventilator-dependent patients. These staff are less likely to become impatient when progress is slow and are not compelled to (Gracey et al) percentage of patients in the pre-VDU group in whom ventilatory support was withdrawn because the physician then considered the prognosis hopeless.
Our experience with long-term mechanical ventilation is considerably more encouraging than some reports in the literature would suggest. Spicher and White5 reported a hospital mortality of 60.8% and a one-and two-year survival rate of 28.6 and 22.5%, respectively, among patients who require mechanical ventilation for at least 10 days. In contrast, only 9.8% of 129 patients (who had been mechanically ventilated on average for 53 days) died after admission to the VDU. Not only were their 1-and 2-year survival rates 76 and 72%, respectively, 92 of them returned home as opposed to being "kept alive" in a long-term care facility. Many of these patients look to the VDU as a source of information and support long after their discharge. The extent to which this service contributes to the high long-term survival rate is unclear. Morganroth an(d associates6 reported a 70% hospital survival and a 30% 1-year survival in 11 patients requiring 30 to 100 days of mechanical ventilation. None of the patients who were mechanically ventilated postoperatively were alive a 1 year afterward. Davis and associates,7 in a report on 104 patients mechanically ventilated for more than 48 hs, found a 56% hospital mortality. The postdischarge mortality was 63 and 72% at 1 and 2 years, respectively. Patients with pulmonary disease had a 29% hospital mortality.
Seventeen VDU patients were octogenarians. Both
Swinburne and associates8 and Cohen et a19 suggest that the outcome of ventilator-dependent patients greater than 80 years of age is extremely poor.
Swinburne et al8 reported a 7% hospital survival rate among ventilator-dependent octogenarians with preexisting renal disease, liver disease, cancer, systemic illness, or chronic gastrointestinal disease with malnutrition and a 29% survival rate for patients younger than 80 years with the same premorbid conditions. Only 38% of octogenarians without premorbid conditions survived hospitalization, while 49% of those younger survived. Overall, in the series of Swinburne et al8 of elderly patients who required more than 15 days of mechanical ventilation, the mortality was 91%, while it was 64% for younger patients. Cohen and associates9 found a 78% mortality rate in octogenarians who were mechanically ventilated for more than 3 days in a combined medical-surgical ICU at a large community teaching hospital. Our experience does not support the temptation to make management decisions or withhold therapy in ventilator-dependent patients solely on the basis of age. Of the 11 females and 6 males in the VDU who were older than 80 years, only 1 expired. More importantly, 10 of the 16 survivors went home and the rest went to nursing homes, all without mechanical ventilators. It is clear that multiple types of sites are evolving outside the ICU for the care of patients who are ventilator-dependent. One is the aforementioned VDU located in an acute care hospital. Another is the free-standing regional weaning center reported by Scheinhorn and associates.10 A third option for longterm ventilator care includes skilled nursing care facilities, the home, and a group living facility. A three-tiered system driven by the availability of funding has developed. In summary, our experience over the past 3 years of managing stable ventilator-dependent patients in a VDU rather than the ICU has been very rewarding and educational. As we battle some of the mystiques and misconceptions about ventilator dependence, we are reminded every day how difficult it is to find placement for these patients outside the home. While we could not study the impact of the VDU on our practice prospectively, at a minimum we have learned not to make hasty predictions about the prognosis of elderly, ventilator-dependent patients.
